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E-mail address: jramosrincon@yahoo.es (The purpose of this study is to describe the experience of the completion of the
Tuberculosis (TB) Contact Screening Logbook (TB-CSL). The TB-CSL was retrospectively
analyzed from July 2007 until June 2012. During the study period, 122 patients were
included in the TB-CSL; however, 17 (13.9%) patients with TB were written in the
TB-CSL, but without registering any contacts. Of the 105 TB patients with contacts
registered, the family and household contacts were finally performed in 68 index TB
patients (55.7% of TB patients). These 68 index TB cases had 299 family and household
contacts; the median contact per patient was 4.4 (±1.9). Of the 299 contacts, 160 (53.5%)
were screened. The median of those screened per patient was 2.3 (±1.9). Of the 160
family and household contacts screened, 34 (31.3%) of them were children 65 years of
age. TB was diagnosed after screening in 16 (10.1%) contacts. Isoniazid preventive
therapy was prescribed in 22 of 34 (64%) children <5 years of age. Alternative methods
should be implemented in rural areas to improve TB screening contacts, especially in
children under 5 years of age.
 2013 Published by Elsevier Ltd. on behalf of Asian-African Society for Mycobacteriology.Introduction
Tuberculosis (TB) is one of the leading causes of morbidity
and death in adults and children in sub-Saharan African
countries. According to the 2012 WHO report, Ethiopia stands
out among the high-burden countries [1]. Screening specific
risk groups has been part of the Stop TB Strategy since its
launch, namely for people infected with the human immuno-hed by Elsevier Ltd. on b
Internal Medicine, Hosp
96524597.
J.M. Ramos).deficiency virus (HIV) and household contacts [2–4]. Nearly all
TB Control programs worldwide recognize this increased risk
and support the notion of providing prophylaxis treatment for
young children. Although screening and managing TB con-
tacts are recommended, this rarely happens in low-income
countries [5].
The Manual of Tuberculosis by the Ministry of Health of
Ethiopia from 2008 [6] says that all children in contact with aehalf of Asian-African Society for Mycobacteriology.
ital General Universitario de Alicante, C/Pintor Baeza 10, 03010
Table 1 – Characteristics of tuberculosis (TB) index cases, household contacts registered and household contact screening.
Patients with household contacts registered P-value
Yes No
Patients with TB
No. of patients 68 37
Age of patients, male 34 ± 15.6 34 ± 15.0 0.9
Sex, male 44 (64.7) 12 (32.4) 0.004
Smear-positive PTB 20 (29.4) 12 (33.3) 0.2
Smear-negative PTB 30 (44.1) 20 (55.6) 0.2
Extra-pulmonary 18 (26.5) 4 (11.1) 0.2
Household contacts registered according to TB cases
Household contacts registered
No. of contacts registered 294 147
No. of contact screens 160 0
No. of contacts per patient 4.4 ± 1.9 3.7 ± 1.4 0.07
Range of contacts per patient 1–7 1–5
No. of screens per patient 2.3 ± 1.8 –
Range of screen 1–6 –
Household contact screening
Household contact screening
No. of contact screens 160 276
Age of screen 19.3 ± 16.5 18.6 ± 16.2 0.2
Sex of screen, male 84 (52.5) 153 (54.4) 0.2
Days from TB diagnosis and contact 20.3 ± 32.0 –
Classification of TB contacts
65 years, child 34 (21.3)
>5 year child with symptoms 14 (8.8)
>5 year child without symptoms 38 (23.8)
Adults with symptoms 12 (7.5)
Adults without symptoms 62 (38.6)
TB suspect’s final diagnosis
Smear-positive pulmonary TB 2 (1.2)
Smear-negative pulmonary TB 14 (8.8)
Extra-pulmonary 0
No. tuberculosis 144 (90.0)
IPT in child 65 years of age (n = 34)
Yes 22 (64.7)
No 12 (35.3)
HIV test of household contact screened
Negative 122 (76.7)
Positive 1 (0.6)
Refuse 1 (0.6)
Not performed 35 (22)
Percentage in brackets, IPT: isoniazid preventive therapy.
I n t e r n a t i o n a l J o u r n a l o f M y c o b a c t e r i o l o g y 2 ( 2 0 1 3 ) 2 4 0 –2 4 3 241pulmonary TB case should undergo clinical examination, and
those identified as TB suspects should also undergo further
testing.ChildrendiagnosedwithTBshould receivea full course
of treatment, andall otherchildren less than5 years of agewho
have been exposed to a smear-positive case should receive
treatment with isoniazid preventive therapy (IPT). In adults,
the Manual [6] says that systematic case findings among con-
tacts beyond individuals living in the same household are not
feasible. National guidelines are rarely implemented in low-in-
come countries due to a lack of resources. In September 2011,
this study instituted a Family & Household TB Contact Screening
Logbook that was completed according to the new recommen-
dations by the Ministry of Health of Ethiopia [7]. The following
study will show the results of the completion of the Contact
Screening Logbook over a period of 20 months.Material and methods
The Gambo Rural Hospital is located in a rural area 245 km
south of Addis Ababa in the Oromia Region. The TB cases
diagnosed, treated, and followed up at the Gambo Rural Hos-
pital were recorded in the Contact Screening Logbook from Octo-
ber 2011 to June 2012.
Those recorded were registered in the TB clinic of Gambo
Rural Hospital. The Contact Screening Logbook includes the fol-
lowing variables: age, sex, date and type of TB of index TB pa-
tients; and age, sex, classification of TB contact (<5 year child,
>5 year child with symptoms, >5 year child without symp-
toms, adults with symptoms, adults without symptoms), date
of screening of the contact, place where the screening is per-
formed, performance of IPT and HIV status. Sputum smear
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ing longer than 2 weeks for TB identification.
The epidemiological and clinical data were entered in a
computer using an Excel 97 program. Data was analyzed
using the SPSS, version 19, Statistical package. Continuous
variables are given as media and square deviation; Chi-
square, Fisher’s exact test and t-student where appropriate.
Institutional ethical clearance was obtained from the Ethics
Review Committee of Gambo General Rural Hospital.
Results
During the study period, 122 patients were included in the
Contact Screening Logbook; however, 17 (13.9%) patients with
TB were written in the Contact Screening Logbook, but without
registering any contacts. There were no differences in age,
sex, or type of TB in patients with contacts registered or not
registered in the Contact Screening Logbook.
Of the 105 TB patients with contacts registered, the mean
number of family and household contacts registered was 4.1
persons (±1.8). Of the 105 TB patients with contacts registered,
no family or household contacts came for screening to the TB
clinic in 37 (35.2%) cases. For instance, the family and house-
hold contacts were finally performed in 68 index TB patients
(55.7% of TB patients). Characteristics of TB index cases,
household contacts registered, and household contact
screening are shown in the Table 1.
These 68 index TB cases had 299 family and household
contacts; the median contact per patient was 4.4 (±1.9). Of
the 299 contacts, 160 (53.5%) were screened. The median of
those screened per patient was 2.3 (±1.9). The median age of
contacts screened was 19.3 (±16.5). The median time from
diagnosis of index TB cases to contact screening was
20.3 days (±32). Of the 160 family and household contacts
screened, 34 (31.3%) were children <5 years of age. TB was
diagnosed after screening in 16 (10.1%) contacts; there were
2 smear-positive pulmonary TB and 14 smear-negative pul-
monary TB cases. Three cases of smear-positive pulmonary
TB were the cause of 8 smear-negative pulmonary TB and 2
smear-positive TB cases in the contacts. IPT was prescribed
in 22 of 34 (64%) children <5 years of age. The compliancewith
IPT and its effectiveness in preventing TB in children in con-
tact with TB patients was not performed. Only one patient
among the contacts screened was HIV-positive.
Discussion
Two-thirds of index TB cases had at least one family and
household contact that came for screening, and it was found
that about 10% of the family and household contacts were for
pulmonary TB. Moreover, IPTwas prescribed for two-thirds of
cases of children <5 years old.
This study confirms the importance of registering contacts
and indexing the TB case which includes screening of the
family and household. The main limitation of the study was
that compliance with the IPT prescription was not performed.
A recent study undertaken in Ethiopia showed that IPT com-
pliance in children is poor, and this was associated with theparents’ perception of the low importance of chemoprophy-
laxis in asymptomatic children [5].
Therefore, this study illustrates that the national program
guidelines in the family and household TB contacts should be
implemented in rural areas of Ethiopia. Despite this aware-
ness, guidelines are rarely implemented in resource-poor set-
tings [5]. It is therefore recommended that compliance with
the guidelines of the family and household TB contact screen-
ing of indexed TB cases be implemented.
In a recent experience of a community-based interven-
tion package highlighted by Yassin et al. [8] and instituted
in the Sidama zone, Ethiopia, That this approach could im-
prove TB diagnosis and treatment. The package included
advocacy, training, engaging stakeholders and communities,
and active case-finding by female Health Extension Workers
(HEWs) at the village level. HEWs conducted house-to-house
visits, identified individuals with a cough for two or more
weeks, with or without other symptoms, collected sputum,
prepared smears and supervised treatment. Supervisors
transported smears for microscopy, started treatment,
screened contacts and initiated IPT for children. It is also
recommended that the strategies using the HEWs in the
community and not in the hospital be implemented. The
problem is that the HEWs have many functions to perform
and do not have the time to perform all of them given the
limitation of resources.
Moreover, additional research into other studies in Ethio-
pia should be undertaken with regard to the implementation
of IPT for children with the parents’ perception of the impor-
tance of chemoprophylaxis.Conflict of interest
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